Haemorrhoids are one of the most common anorectal disorders. Conventional haemorrhoidectomy (CH) is the most commonly practiced surgical technique. Stapled haemorrhoidopexy (SH) [procedure for prolapsed haemorrhoids (PPH)] is newly developed method for the surgical management of Haemorrhoids. This review looks at the surgical management of prolapsed haemorrhoids in light of this recent development and suggests a treatment approach based on this current evidence. A Medline, Pubmed and Cochrane data base search was performed using key words "haemorrhoid" or 'hemorrhoid' and staple. Relevant papers e.g. randomized controlled trials, review and metaanalyses from different parts of the world were collected. Data were analyzed and compiled. Though early small RCTs (stapled haemorrhoidopexy comparing with traditional excisional surgery) have shown stapled haemorrhoidopexy is less painful and it is associated with quicker recovery but recent large meta-analyses and long term follow up have shown SH is associated with a higher long term risk of haemorrhoid recurrence and symptoms of prolapse.
Introduction :
Haemorrhoids are one of the most common anorectal disorders. Haemorrhoids or piles are dilated veins of the anal canal and are more common in obesity, constipation and pregnancy. Classically they occur in the 3, 7 and 11 o'clock position with the patient in lithotomy position. Symptoms of haemorrhoids are per rectal bleeding and prolapse. Bleeding is bright red in colour and which is painless. Haemorrhoids can be classified into 4 groups according to degree of haemorrhoids. Treatment of haemorrhoids depends on degree of haemorrhoids. Injection sclerotherapy and banding for first degree and second degree haemorrhoids. Haemorrhoidectomy is indicated in third and fourth degree haemorrhoids. The Milligan-Morgan open haemorrhoidectomy is the most widely practiced surgical technique used for the management of third and fourth degree haemorrhoids and is considered the current "gold standard" though some early and late post operative complications like anal pain, acute retention of urine, anal stenosis and incontinence is evident [1] [2] [3] .
Circular stapled haemorrhoidopexy (SH) was first described by Longo in 1998 as an alternative to conventional excisional haemorrhoidectomy (CH) 4 . Some study of randomized controlled trials comparing stapled haemorrhoidopexy with traditional excisional haemorrhoidectomy has shown it to be less painful and that it is associated with quicker recovery [5] [6] [7] [8] . The reports also suggest a better patient acceptance and a higher compliance with day-case procedures potentially making it more economical. In some other randomized controlled trial study has reported that patients undergoing circular stapled haemorrhoidopexy were significantly more likely to have recurrent haemorrhoids in long term follow up as well as significantly higher proportion of patients with stapled haemorrhoidectomy complained of symptoms of prolapse than those receiving conventional haemorrhoidectomy (CH) [9] [10] [11] [12] . None of these studies has gained universal acceptance. This article aims to review current available literature related to stapled haemorrhoidopexy and suggest a management approach based on the recent available evidence.
A Medline, Pubmed and Cochrane data base search was performed using key words including combination of Haemorrhoids, Staple, Hemorrhoid, Prolapse, Piles and PPH. Relevant articles including randomized controlled trials, review articles, case series and individual case report relating to stapled haemorrhoidopexy were selected. Studies of non prolapsed piles were not considered.
Results:
The majority of studies were systematic review and meta analysis comparing the stapled haemorrhoidopexy (SH) and conventional haemorrhoidectomy (CH controlled trials comparing stapled haemorrhoidopexy with traditional excisional surgery have shown it to be less painful and that it is associated with quicker recovery. The reports also suggest a better patient acceptance and a higher compliance with day-case procedures potentially making it more economical.
A prospective, randomized, multicenter study published by Gravie JF et al treated 134 patients at 7 different hospitals 15, 16 . Patients were evaluated preoperatively and at 6 weeks, 1 year, and a minimum of 2 years after treatment about symptoms, function, and overall satisfaction. The patients in the SH group experienced less postoperative pain/discomfort as scored by pain during bowel movement (P<0.001), and total analgesic requirement over the first 3 days. Hospital stay was significantly shorter in the SH group (SH 2.2 ± 1.2 [0; 5.0] versus MM 3.1 ± 1.7 [1; 8.0] P<0.001). At 1 year, no differences in the resolution of symptoms were observed between the 2 groups, and over 2 years, the overall incidence of complications was the same, specifically fecaloma (P=0.003) in the MM group and external haemorrhoidal thrombosis (P=0.006) in the SH group. Impaired sphincter function was observed at 1 year with no significant difference between the groups for urgency (12%), continence problems (10%), or tenesmus (3%). No patient needed a second procedure for recurrence within 2 years, although partial residual prolapse was detected in 4 SH patients (7.5%) versus 1 MM patient (1.8%) (P=0.194).
Senagore AJ et al done a prospective randomized controlled trial study 3, 17, 18 . A total of 156 patients (procedure for prolapse and haemorrhoids, 77; Ferguson, 79) completed randomization. One hundred seventeen patients (procedure for prolapse and haemorrhoids, 59; Ferguson, 58) returned for one-year follow-up. Demographic parameters, hemorrhoid symptoms, preoperative pain scores, and bowel habits were similar between groups. Postoperative pain during the first 14 days, pain at first bowel movement, and need for postoperative analgesics were significantly less in the procedure for prolapse and haemorrhoids group. Control of hemorrhoid symptoms was similar between groups.
Another prospective randomized multicenter control trial study done by Ganio E et al 4, 19, 20 . One hundred patients with symptomatic third and fourth-degree haemorrhoids were enrolled. After operation patients were completed 16 months follow up. They were evaluated in terms of postoperative pain control,
Discussion:
The Milligan-Morgan (MM) open haemorrhoidectomy is the most widely practiced surgical technique used for the management of haemorrhoids and is considered the current "gold standard" 13, 14 . Circular stapled haemorrhoidopexy was first described by Longo in 1998 as alternative to conventional excisional haemorrhoidectomy. Early, small randomized-38 01) . The median hospital stay was 2 days in CH group compared with 1 day in group SH (P=0.01). In the early days after operation, patients in SH group had greater difficulty in maintaining normal continence to liquid stools (P=0.01), but after 30 days the continence score was better in SH group (P=0.04). Long term follow up regarding symptoms recurrence was not evaluated.
A systematic review and meta analysis of large number of recent series from china were included performed by Shao WJ et al. A meta-analysis was conducted to examine long-term outcomes. Twenty-nine randomized clinical trials recruiting 2056 patients were identified [21] [22] [23] . Meta-analysis showed that stapled haemorrhoidopexy was less painful than conventional haemorrhoidectomy. Stapled haemorrhoidopexy required a shorter inpatient stay and operating time. It was also associated with a faster return to normal activities. No significant difference was noted between the two techniques in terms of the total incidence of complications. Stapled haemorrhoidopexy was associated with a higher rate of recurrent disease (RR-2.29(95 percent c.i.1.57 to 3.33); P<0.001).
A review article published in 2004 from University Hospital, Nottingham, UK [24] [25] [26] . Fifteen trials recruiting 1077 patients were included. Follow-up ranged from 6 weeks to 37 months. Qualitative analysis showed that stapled haemorrhoidopexy is less painful compared with haemorrhoidectomy. Stapled haemorrhoidopexy has a shorter inpatient stay, operative time, and return to normal activity. Studies in a day-case setting do not prove that stapled haemorrhoidopexy is more feasible than conventional haemorrhoidectomy. Stapled haemorrhoidopexy has a higher recurrence rate at a minimum follow-up of six months. (odds ratio, 3.64; 95 percent confidence interval, 1.40-9.47; P=0.008) A systematic review of randomized controlled trial done in 2007 from University of Western Ontario, London where twelve trials were included 27, 28 . Followup varied from six months to four years. Conventional haemorrhoidectomy was more effective in preventing long-term recurrence of haemorrhoids (odds ratio (OR), 3.85; 95 percent confidence interval (CI),1.47-10.07;P<0.006). Conventional haemorrhiodectomy also prevents haemorrhoids in studies with follow-up of one year or more. Conventional haemorrhoidectomy is superior in preventing the symptom of prolapse. Conventional haemorrhoidectomy also is more effective at preventing prolapse in studies with followup of one year or more.
A review article published in 2007, by Tjandra JJ et al of University of Melbourne 29 . A total of 25 randomized, controlled trials with 1,918 procedures were reviewed. The follow-up duration was from 1 to 62 months. Stapled haemorrhoidopexy was associated with less operating time, earlier return of bowel function, and shorter hospital stay. There was less pain after stapled haemorrhoidopexy, as evidenced by lower pain scores at rest and on defecation and 37.6 percent reduction in analgesic requirement. The stapled haemorrhoidopexy allowed a faster functional recovery with shorter time off work, earlier return to normal activities and better wound healing. The patients' satisfaction was significantly higher with stapled haemorrhoidopexy than conventional haemorrhoidectomy. Although there was increase in the recurrence of haemorrhoids at one year or more after stapled procedure (5.7 vs. 1 percent; odds ratio, 3.48; P=0.02) and the overall incidence of recurrent haemorrhoidal symptoms.
Jayaramans et al reviewed randomized control trials from 1998 to May 2006 27 . Patients undergoing circular stapled haemorrhoidopexy (SH) were significantly more likely to have recurrent haemorrhoids in long term follow up at all time points than those receiving conventional haemorrhoidectomy (CH) (7 trials, 537 patients). There were 23 recurrences out of 269 patients in the stapled group versus only 4 out of 268 patients in the conventional group. Similarly, in trials where there was follow up of one year or more, SH was associated with a greater proportion of patients with hemorrhoid recurrence (5 trials, 417 patients). Furthermore, a significantly higher proportion of patients with SH complained of the symptom of prolapse at all time points (8 studies, 798 patients). In studies with follow up of greater than one year, the same significant outcome was found (6 studies, 628 patients,).
A recent review and meta-analysis done by chen JS et al from Taiwan 30 . They reviewed papers published between January 2000 and September 2009. These randomized, controlled clinical trials compared SH versus conventional haemorrhoidectomy. SH were superior to conventional haemorrhoidectomy with regard to operation time, early postoperative pain, urinary retention, and time to return to normal activity. However, skin tags and recurrent prolapse occurred at higher rates in the SH group.
A large number of recent reviews studied 81 randomized control trials [31] [32] [33] . All these trials have shown a similar result in the long term follow up. There were no difference between stapled haemorrhoidectomy and conventional haemorrhoidectomy in terms of bleeding or post operative complications. SH resulted in shorter operating times, hospital stay, time to first bowel movement and return to normal activity. In the short term (between 6 weeks and a year) prolapse was more common after SH. There was no difference in the number of patients complaining of pain between SH and CH. In the long term (1 year and over), there was a significantly higher rate of prolapse after SH. There was no difference in the number of patients experiencing pain, or the incidence of bleeding, between SH and CH. Significantly more reinterventions were undertaken after SH for prolapse at 12 months or longer.
Conclusion:
Stapled haemorrhoidectomy is safe with many short term benefits like less post operative pain, early return from hospital and early return to their normal activity, but is associated with a higher long-term risk of hemorrhoid recurrence and the symptom of prolapse. It is also likely to be associated with a higher likelihood of long-term symptom recurrence and the need for additional operations compared to conventional excisional hemorrhoid surgeries. Patients should be informed of these risks when being offered the stapled haemorrhoidopexy as surgical therapy. If hemorrhoid recurrence and prolapse are the most important clinical outcomes, then conventional excisional surgery remains the "gold standard" in the surgical treatment of internal haemorrhoids.
